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APPENDIX 5
INSTRUCTIONS FOR COMPLETING HCFA FORMS

The HCFA-485, Home Health Certification and Plan of Treatment, is the plan of care which must be completed for each
Wisconsin Medicaid Medical Assistance Program (WMAP) home health and private duty nursing recipient. The HCFA-
486, Medical Update and Patient Information, contains data which is often essential for determining the medical necessity
of care ordered in the HCFA-485. The HCFA-487, Addendum to the Plan of Treatment/Medical Update and Patient
Information, may be used to provide additional documentation of any elements on the HCFA 485/486.

These forms are national forms which are available from your Medicare carrier. For most WMAP providers, this is Blue
Cross/Blue Shield United of Wisconsin. These forms are not available from EDS. When you complete these forms to
provide information to Medicare for a client who is eligible for both Medicare and Medical Assistance, you may submit a
copy of the completed forms to the WMAP, subject to the adjustments listed below. When you use these forms for non-
Medicare clients, you may:

¢ use forms obtained from the Medicare intermediary and declare them on your Medicare cost report,

¢ copy or print your own supply of the forms, or

¢ purchase the forms from another source.
Complete all HCFA forms in accordance with HCFA instructions, subject to the adjustments listed below. These

instructions are contained in the Medicare Home Health Agency Manual, Pub. 11 Sec. 234.

Adjustments to HCFA Instructions

HCFA-485

1. Locator 1, Patient's HI Claim No. - Enter the recipient's ten-digit Medical Assistance identification (MA ID) number
as shown on the recipient's MA ID card for the current month.

2. Locator 2, SOC Date - For clients receiving services under both Medicare and the WMAP, enter the Medicare start
of care date. For WMAP recipients who are not also receiving services under Medicare, enter the date of the first
WMAP billable visit.

3. Locator 5, Provider No. - Enter the provider's WMAP provider number.
Locator 4 14, DME and Supplies - Enter only items ordered by the physician here. List other items used by the
recipient on the HCFA 487.

4. Locator 11, Principal Diagnosis - Note that the diagnosis stated here must be the primary reason for going into the
home to provide services.

5. Locator 19, Mental Status - Enter the recipient's mental status as determined by the physician or RN. This
information must reflect the recipient's ability or inability to direct, instruct, and supervise an unlicensed caregiver in
safe provision of health care services. Information may be continued on the HCFA 487.

6. Locator 21, Orders for Discipline and Treatments - Note that Medicare instructions state that orders must include
all disciplines and treatments, even if they are not billable to Medicare.

Be sure to provide complete information. PPOCs which do not provide sufficient information to substantiate a prior
authorization request are returned.
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In addition, the WMARP requires that orders must indicate which health care services/amounts are being furnished by
another provider (e.g. "Family members are providing 16 hours of the skilled nursing care" or "The county is
providing 8 hours of supportive home care services under COP").

If the services are billable to the WMAP, the name of the other provider must be indicated (e.g. "Acme Home Health
Agency is providing the OT visits.")

Identify the total number of hours of skilled nursing care needed by the recipient and note who will be providing.

6. Locator 23, Verbal Start of Care and Nurse's Signature and Date Where Applicable - The registered nurse accepting
verbal orders must sign and date here.

7. Locator 26, Cross out any part that does not apply. Explain exceptions to "confined to his home" under Locator 20
and 21 of HCFA 486.

8. Locator 27, Attending Physician's Signature - If the physician's signature is not entered, the registered nurse who has
accepted the verbal orders must sign and date the form at Locator 23. The signed HCFA 485 must be placed in the
recipient's file within 20 days of the verbal order. Services provided without properly documented physician orders
are subject to recoupment.

HCFA-486

1. Locator 1, HIC No. - Enter the recipient's ten-digit Medical Assistance identification (MA ID) number as shown on
the recipient's MA ID card for the current month.

2. Locator 13, Specific Services and Treatments - Enter the treatment codes for each discipline. Other informaton at
this location are optional.

3. Location 16 - When the delegating nurse must be identified, providers must indicate the delegating registered nurse
in this space by entering the nurse's name and that the nurse is delegating (e.g., "Jane Doe, RN, Delegating Nurse").

HCFA-487

1. Locator 1, Patient's HI Claim No. - Enter the recipient's ten-digit Medical Assistance identification (MA ID) number
as shown on the recipient's MA ID card for the current month.

2. Locator 2, SOC Date - For dual-entitlees, enter the Medicare start of care date. For WMAP recipients who are not
also eligible for Medicare, enter the date of the first WMAP billable visit.

3. Locator 5, Provider No. - Enter the provider's WMAP provider number.

4. Locator 9, Signature of Physician - If the physician's signature is not entered, the registered nurse who has accepted
the verbal orders must sign and date the form at Locators 11/12. The signed HCFA 487 must be placed in the
recipient's file within 20 days of the verbal order. Services provided without properly documented physician orders
are subject to recoupment.

5. Locators 11/12, Optional Name/Signature of Nurse/Therapist - The registered nurse accepting verbal orders must

sign and date here.
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APPENDIX 6
SAMPLE HCFA FORM 485
PRIVATE DUTY NURSING SERVICES

Dwpartran! & Helln 55 Homan Senvos Form Approved
= ] B Mo, DUaEEAET
HOME HEALTH CERTIFICATION ANMD PLAN OF TREATMENT

1. Patsenl's HI Ciaim No. 2 SOC Date 3. Certifcalion Parcd 4. Madical Recard Ma. &. Provider ha.
1234567890 [ mm/dd/vy | Freemmm/dd/vy Ve mm/dd/vy 12345678

&. Patisnl's Mame and Address 7. Provider's Mame afd Adonesd.
Recipient, Ima A. I.M. Provider
609 Willow 1 W. Williams
Anytown, WI 33535 Anytown, WI 55535
8. Dwec!Binth: 11 /01/50 | . x| W | | F | 10. Medications: Dosa/®requancy/Poute (Maw [Cinarged
i P e b SMZ - TMP DS - BID - a tube
A ouadranlesis €34 mn/ddIv oSS syrup - 10 cc - dafly - o tube
| e Dulcolax suppos - I QOO0 & F‘?H - PR
T = 5 Duleolax tab. - 2-PRN/constipatiom-g tube
s fro — Fleet emema- 1-PRN/constipation - PR
599, urinary tract infectio Yitamin C -500 mg - 1 tab. daily-g tube
F‘m!-d-df}'y triple antibiotic ointment-PFN-topically
_ Uroleqic Sol. & for Cath. irrigation-PR
14. DME and Supples ¥ | 15, Gaswty Mesures: gheerye for signs or autonomic
catheter kit,wheelchair, g tube | dyersflexia: plan for emeraencies
16 H Rea  2EN0 ral hlendarized food |17 Aeges pppe
18.4. Funcional Lemilatons | 18 B Activilied Permitied
CaeTazalf =]
1 r—— 5 [y | panma -] fre—— | ! [ scrn [3 egrabeeirg A [ | ohesicher
2 e ey & Erchrancs A || Em——— 2 B T oy B[]
-] [— 7 rgcignon B [ oo rhosen | 3 i A T '] [—— [+ [y ——
i a L] = o
saring Sorer : ! Frarster BasCra ] Cann R pﬂ?‘cmrn'l
19 1 ] E L B e 7 gt
LA MmN 2 E_l 4 [ o B[ s 8 [ Jome
20. Progrosis: 10 | 2 b | coarne 3 Far 4 e E [ | Eeossent

m.mwmumrmmﬁmmﬁwm?fm
RN- 24 hrs/day X 7 days/week X ROS . . )
{12 hres/day under the WMAP,12 hrs/day provided by brother-at night. The

brother is working during the day * is still learning about the care

needed.
Alrernare method of indicacting orders: 12 hrs/day provided by this agency
12 hrs/day provided by brother
S roral
Duties include: trach. care g & hrs.; suction a hr. or PRN; ADL care; up in
wheelchair q shift; irrigate catheter when obstructed; catheter care q shift;
ohserve skin for pressure areas or redness; ASSESS pulmonary status;

gastrostomy tube feeding q 4 hrs.; liouids periodically; passive range of
motion g shift; repositioning g 2 hrs and PRN; meds. as prescribed.

22 GoalsFiehabilitaton PotentialDischarge Plans [t iz anticipated that this is a 1ifelong need; howewver,
the brother may assume more care at he becomes more comfortable & knowledgable
about the care. Goal is to decrease urinary tract infections and decubiti, keeo
patient out of hospital, and encourage self-direction in a1l cares.

T2 Varbal Sian of Cars and Nume's
Signaturs and Dats Whars Apsiicapis: 1/ 3

24 Physician’'s Name and Acdress 25, Date HHA Raceved

Signed 281 [ cartty [ racartity v hame hasfth
I.M. Physician L) mnmmummwmm-
1 Jones Street witen M hﬁw-Mﬂ ba pericdically
Anytown, Wl 55555 mm/dd/yy ummzt:uuumu;mm‘u:am
i care andicr physical of spesch thenapy or has besn
. Afbending Prymicsan's Signature (Feguined on 485 Kagt on File Date Signed fumished home haalth serdces based on such o nesd and
in Medical Piecords of HHA) mo longer has & nesd for such cane of therapy, bul

I T Phgocegen v N/ 0y | Se— T S Sy

Farm HCFA-RBE [C4) [&-E7)
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APPENDIX 6a
SAMPLE HCFA FORM 485
HOME HEALTH
Haaith mu;l M_": migs E:'; Ho_ pE-mar

HOME HEALTH CERTIFICATION AND PLAN OF TREATMENT

1. Fatier'a HI Glaim Mo, 2 SOC Dus 3. Cartdicason Period 4. Madical Record Na. 5. Provider Na
1234567850 |Ef2‘8.-"91 From: B/28/91 4. 10/26/91 12345678

£ Palient's Mome and Asdress 7. Provider's Mame and Address.
Recipient, Ima A. I.M. Provider
509 Willew 1 W. Hilliams
Anytown, WI 55555 Anytown, Wl 55555
B Date of Birth: &/ 2.2/ £ | 9. Sex M K | F [ 10. Medications: Dose/Frequarcy/Fouts (Hew
11, ICD-3-CM| Principal Dlagnosis Dase Vasotec - 10 mg - BID - PO
401.9 |[Hypertension NOS 1/1/85 |Furosemide - 40 mg - BID - PO
12, IC0-3-CM| Surgical Proceduns Ciate Digoxin =.25 mg = QOD = PO
n/a Lozol - 2.5 mg - BID - PO
13, ICD--CH | Othar Partinen Disgrosss Diate Tetracycline = 250 mg -daily - PO
250.00 Diabetes Type IT(NIDDM)| 2/1/90 [Hydroxyzine - 10 mg - OQHS - PO
251.2 | Hypoglycemia HNOS 8/2B/91|(Ferrous Gluconate - 5 gr - BID - PO
589.0( Urinary Tract Infection MOM - 30 cc - PRN for comstipation
HOS g B/2B/91
14. DME and Suppliss 15. Salety Measures:
glucometer, rolling walker,bedside compode. change positions slowly
1E Nuinbional Aeg. 1500 calore diabetic, NAS 17, Allergies:  NIONE
18.A. Functonal Limaaticns 18.B. Actwites Pemiiec i
1 Em ] %hi— B Legaty B | 1 [emuta— ] Wemag~! Bamrig & Em
] ——— & [ AL Sp——— 2 B BAF 7 =g B Em--r
3 | Corracturs 7 hreiason B Du—-n—uﬂ | k- | I;Iunm B Ersichen [+ 1 iy P
4 Ehum. B Hlﬂm | 4 Tranater BaciChar " Cans B [ ovwr moscny
| B Eoreren Foprte
18 | K| coserma 3 X | Fogess § [ | comanemss T || s
Manta) Gtatus: H] Comass i _b-mu- ] _uﬂp B[ Jowm
20. Prognoss: 1 Foe ] Dusmec 3 Fa - [ 5 | | Eacetem

£1. Orders tor Descipine and Treatments (Specity AmountFrequencyiTaration)
EN - 1 visit PEN/mo. x 6 months - if comdition changes, such as when blood pressure
or glucose becomes unstable and exceed parameters established for patiemt  (WMAP)

HHA - 2 x wk for & hrs per visit » 6 mos - assist with ADLs and ambulation, foot
spak each visit & report any color, temp., sensation, or skin abnormalities
to RN immediately. HHA not to trim toenails. Take & record blood pressure
in both arms & report to RN g visit. Vital signs g visit. Meal planning
L preparation of 1400 calorie ADA diet. HHA to observe for s/s of low or
high blood glucese & report any changes to RN. [(WMAR])

Family members will assist with medications. Daughter will also check the blood
glucose levels £ * week and report to the RN.

22, GoalMehablliiation PownialDiachargs Plans FAL1ent w11l continue to follow 1400 cal. ADA diet &
maintain blocd glucose within normal limits. Patient will continue to receive
assistance with ADLs, bath, & meal prep., as needed. Patient will progress to
her max potential with ADLs & ambulation. Patient will have blood pressure monit-
ored Z2x wk. Patient will econtinue to receive family support.

23 Verbal Start of Cars and hurse's
Sigratuns and Dais Whees Applicable: 8 /76 /0]

24. Pryysician's Mame and Address 25, Dats HHA Faceived
I, Physictan OmatPOF | SIS LT ety s s o et
1 Jones Street 9/1/91 written plan for trestmant which wil be periodically
Anytown, WI 55555 mw:nw:uﬂ-rwmw-
oare andion pivysical or spsech therapy o has bassn

Z7. Atending Physician's Signmtune (Requirsd on 485 Kep? on File Datw Sigrea furnished home heafth servioes based on such & need and
in Madical Reconds of HHA] . {--\ no longer has & nesd for such care of theraoy, bt
=/ 7h . . T m/-" 8/28 /0] continuss to nesd cccupatonsl gy,

Form HOFA-UES (T4 (4-87)
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APPENDIX 7
SAMPLE HCFA FORM 486
Eorm Apprie
FaaTh mﬁmlhn:n-mn O . DNABTIET
MEDICAL UFPDATE AND PATIENT IM FORMATION
1. Pabent’s HI Clam Mo 2. BOC Date | 3. Cortifcation Pamod 4. Medical Ascord No. 5. Previder Ma.
1234567890 MM/ DD/ T | Pepm: 041492 14 050592 B7654321
7. Peoadar's Nams

& Patsent’s Name
I.M. Frovider

Recipient, Ima A.
. Masicane Covend: T v | % M |5 Dain Physicar Lasi Saw Patent: T10. Date Last Contacted - 041492
|tz __| Cartifcatian [T —— f Mediliad

11 Is tha Pambent Recesang Care in an 1867 (J) 1) Skilled Mursing Faclity
ar Equivhlent? [y [En [ 0o Nt Know

13 Specific Sanaces and Traatmanis

|8 ynd L . Treatrmen; Codes T::l-:ud
Discipine  Bill) Ael 1o recuency #9¢ Duratan e

HHN ‘ Al, A6, AL2, AZTF
| .t
1

| |

14, Dates ol Last Inoalent Sy Admession De 1352 Discharge U3UIYE T75 Type of Facility, AEUte hospital

16. Uipdates nfarmanon’ Mew Orgers/Treatmema/Cincal FacssSummary from Each Discipline
Daily v for 3 days to assess conditiom.
1f stable, reduce to lv/day x 3 davs/wesk.
1f still stable, return to 2 visics/wveek,

Fhysician made house-

Skilled nursing PEN visit on 04/14/92 for FBS. Chemstrip was over 400,
PT on hold until

call on 04/14/92 for episode of hyperglycemia and changed orders per above.
glucose stabilized.

17 Functonal Limsations (Expand From 485 and Level of ADL) Asason Homebound/Prior Functonal Siatus

18, Suap ¥ Pian of Trantmans an Fie from Pysician Othar than Federming Physician: Oy OO w
il Yas, Plsase Specity Going GoalsFehan, FoentalTscharge Plan)

18, Unusus! Homa'Social Erarcnmaent

20 inticais Any Tiems Whan the Homs Health Agoncy Made a Vist 21, Spacity Any Known Madical andior Non-Madhtal Reasons (hs Palisn
and Palien wis Nl Home and Feason Wiy il Asceriaingbis ‘ Ragularly Leaves Home and Freguency of Occurmencs

TEA Y

Thar Com Fiinvsrwaniy Farm | Date (M., Day, Yr)
T e W R ; & ﬁ. ’?Jr. f?a{«ﬁm\j | mmn.f??'e
7 ~

Form MCEAABE (E3) 18-87) ROVIDER
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APPENDIX 8
SAMPLE HCFA FORM 487
Haann nmfum.::mgu_m el gﬂ o, CRM-COST
ADDENDUM TO: " |PLAN OF TREATMENT |_|MEDICAL UPDATE
1. Patisnt's HI Claim Na. 2. B0C Dan 3. Cortificalion Pariod 4. Mpcical Recerd Mo, 5. Pravider Mo,
From: Ta:
6. Paiieni's Nama 7. Provides Namae
8_ Ibem
Mo,
ER S-;rnu.m of Physician 10, Date
11, Opticnal Name/Signature of Nurse/Therapes 12, Date

Form HEFA-LAT (C4) (4-8T)





